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BACKGROUND 


Three Decades of Clinical Experience 


HE use of cow’s milk, water and carbohydrate mixtures represents 

the one system of infant feeding that consistently, for three decades, 
has received universal pediatric recognition. No carbohydrate employed 
in this system of infant feeding enjoys so rich and enduring a back- 
ground of authoritative clinical experience as Dextri-Maltose. 














DEXTRI-MALTOSE No. 1 (with 2% sodium chloride), for normal babies. 
DEXTRI-MALTOSE No. 2 (plain, salt free), permits salt modifications by the 


physician. 
ao No. 3 (with 3% potassium bicarbonate), for constipated 
abies. 


These products are hypo-allergenic. 


DEXTRI-MALTOSE 


Please enclose professional card when requesting samples of Mead Johnson products to cooperate in preventing their reaching 
unauthorized. persons 
— Mead Johnson & Company, Evansville, Ind., U. S. A. 























“ALL OUT OF STEP BUT JIM!” 


@ Intelligent Army supervision soon corrects 
the errors of new recruits. But in civilian life 
errors in personal health habits usually must be 


corrected by the physician. 


When constipation exists, the return to reg- 
ular comfortable bowel movement may often be 
accomplished with the aid of Petrogalar.* It 
helps to soften hard, dry fecal masses, render- 


ing the stool mobile and easy to eliminate. 


Consider Petrogalar for the treatment of 
constipation. It is palatable, economical and 


effective. 


FOR THE TREATMENT OF CONSTIPATION 


Petrogalar— 
ey 


*Reg. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure 
mineral oil each 100 cc. of which contains 65 cc. pure mineral oil 
suspended in an aqueous jelly containing agar and acacia. 





Petrogalar Laboratories, Inc. + 8134 McCormick Boulevard + Chicago, Illinois 





Entered as second class matter February 9, 1916, at the post office at Greenville, South Carolina, under Act of Mar. 3, 1879. 
Accepted for mailing at special rate of postage provided for in Sec. 1103 Act of October 3, 1917, authorized Aug. 2, 1918. 
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Sciatica--A Justification for Conservative 


Treatment 
J. Warren Wuire, M. D. 


GREENVILL 


Patients suffering from acute sciatica, Dandy 
and others notwithstanding, do not necessarily 
have to undergo spinal operations to get well. 
While it is admitted that extruded disc ma- 
terial and the so-called hypertrophied liga 
mentum flavum frequently cause one of the 
commonest ailments of mankind and that the 
surgical removal of the offending substance 
will frequently hasten recovery, its absolute 
necessity for relief, save in the most excep- 
tional case, is open to question. 

When one considers that literally millions 
of our fellow men on this planet suffer in 
silence from this condition without consulting 
physicians, one must appreciate that there 
exists some way that recovery takes place 
spontaneously without surgical interference. 
Granted that disc substance has been extruded 
posteriorly and encroaches on the spinal canal, 
is it not probable that this displaced, usually 
soft, amorphous material will be absorbed as 
is tissue out of place in other parts of the 
body? In cases where comminuted fractures 
have been sustained, we confidently expect dis- 
placed bone fragments to be absorbed, and if 
we remember how ugly keloidal scars shrink 
in the course of time, we are likely to be 
happier about our sciatica patients with ques- 
tionable disc lesions, a great many of whom 
cannot even afford X-rays. 


cS. < 


After viewing a cross section of the body 
at the level of the fourth or fifth intervertebral 
space, one cannot help but be impressed by the 
size of the spinal canal in relation to the rela- 
tively small volume taken up by the cauda 
equina. It would take a great deal of disc ma- 
terial to make enough bulk to actually press on 
the easily displaced nerve root except where 
they are immobilized as they leave the canal 
through the meninges. 

Barr and Mixter certainly did make a valu- 
able contribution to modern medicine when 
they demovstrated without question of doubt 
one of the commonest causes of sciatica, but 
they also did create a tremendous problem for 
the conscientious practitioner who encounters 
many of these sufferers. These authors to- 
gether with many others have extolled the 
value of complicated spinal operations con- 
sidered by many to be beyond the technical 
ability of all but neurosurgeons, simple as it 
is claimed to be, and who, as far as I have 
been able to find out, have ventured no definite 
predictions as to the outcome of those un- 
fortunate suffers (or are they so unfortunate ?) 
who are not in a position physically, financial- 
ly or otherwise to go through with the opera- 
tion. In my opinion, neurosurgeons have missed 
fulfilling a moral obligation in not reporting 
the end results of those sufferers where path- 
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ology has been proven and when operation 
has been refused. There must be a good many 
in this category; and my feeling, in treating 
conservatively many cases where I have felt 
that a disc lesion was present, is that with 
patience they have a definite chance of re- 
covery. Once again, I must admit that it is 
aggravating, less 
dramatic course, but what is usually more im- 
portant to the patient, less hazardous and ex- 
pensive. 

The other point in this disc problem, which 
in my opinion has been insufficiently well em- 
phasized, is that an intervertebral disc, where 
part of its contents has been extruded, fre- 
quently is a permanently vulnerable structure. 
Distress is likely to recur in the severer cases 
unless a spinal 


likely to be a slower, more 


fusion is done, eliminating 
motion between the vertebral bodies on either 
side of the damaged disc as well as taking 
weight off of them. In this way a more per- 
manent healing or organization of the remain- 
ing disc material is assured. After this union 
of the posterior elements has occurred, fusion 
of the bodies themselves is not beyond expecta- 
tion in the course of time, just as the vertebral 
bodies of the sacrum fuse when their trans- 
verse processes and laminae ossify. A spinal 
fusion when an exploratory laminectomy or 
hemilaminectomy is done is a simple pro- 
cedure, lengthening the operation only a few 
minutes and in my estimation is imperative 
for future security in spite of the many happy 
outcomes reported without it. One of the dif- 
ficulties with this exploratory operation is that 
it really needs for its best performance both 
the services of a neuro- and an orthopedic 
‘surgeon. Few neurosurgeons have had suffi- 
cient experience to do easily a routine adequate 
spinal fusion while bone surgeons are admit- 
tedly not at their best doing laminectomies. 
In small medical centers, such as Greenville, 
a bone and joint surgeon does only a few 
laminectomies, while the general surgeon does 
few more, and it appears to me that the average 
disc lesion case who cannot afford to be re- 
ferred to a neurosurgeon had best be treated 
conservatively. This ordinarily consists of pro- 
longed absolute recumbency (possibly with leg 
traction), local heat, some type of external 
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support for a while, and general medical symp- 
tomatic treatment, including particularly what- 
ever is needed for adequate intestinal elimi- 
nation, and finally, last but not least, a de- 
termined effort toward improved posture. 
The frequently causes 
the low back syndrome is the so-called hyper- 
trophied ligamentum flavum. While | admit 
this ligament at operation is found thickened 
and apparently pressing on the underlying 
nerves, even to interfering with pulsation, | 
feel that to call it hypertrophied is a misnomer 
and claim that while it looks hypertrophied, it 


other lesion which 


is thick only because it has become shortened 
as a result of the lumbar lordosis in the poor 
postured individual. When the spine is ex- 
posed at operation, it must be remembered it 
is in more flexion than usual in view of the 
fact that the operating table is “broken” just 
distal to the lower costal border to facilitate 
the exposure. The ligamentum flavum having 
been contracted for so long, just cannot sud- 
denly become thinner and appears thick when 
exposed over the cauda equina. The ligamen- 
tum 


flavum is therefore 


lengthened and 
tightened by this same flexion. ‘The cauda- 
equina being pressed upon by the ligament im- 
mediately above it, and gives the impression 
that this situation is present at all times in 
stead of just at the operation when the spine 
is flexed. 

Posture is a word that apparently has been 
left out of the modern vocabulary of the neuro- 
surgeon as well as too many orthopedic sur- 
geons. It is my belief that if adequate posture 
advice is given and followed in most back 
problems, little further need be done. Poor 
back posture implies an increase in the curva- 
ture of the various sections of the spine, name- 
ly: the lumbar lordosis, the dorsal kyphosis 
and the cervical lordosis or forward position 
of the head. In the relatively inactive existence, 
particularly of women, during this machine 
age, muscles have lost a good deal of their 
tone and our spines sag, increasing the curve 
of the elements already mentioned and putting 
strain on ligaments intended for limitation of 
motion rather than supporters of weight. The 
lumbar lordosis is accentuated, shortening by 
at least one-half (as you may see for yourself 
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on an articulated spine) the interlaminar space, 
and thus encouraging the previously mentioned 
thickening of the ligamentum flavum, as the 
latter is a definite space occupying structure. 
With the correction of posture, the lordosis is 
decreased, the ligament lengthened, and _ thin- 
ned, thus relieving pressure on the nerve roots, 
particularly the dorsal root with its ganglion 
just within the spinal canal and meningeal 
attachment. 

My belief is that this latter condition—i. e. 
the thickening of the ligamentum flavum, is 
the commoner lesion of the two under discus- 
sion, otherwise we would be having more motor 
disturbance as a result of the extruded disc 
pressing on the anterior motor root. Pain in 
sciatica is admittedly the predominating symp- 
tom and must result from pressure on the 
dorsal root which is in close relation to the 
ligamentum flavum. Weakness is a minor com- 
plaint and would ordinarily develop first from 
pressure from the front—the location of the 
intervertebral disc extrusion. 

The correction of functional posture defects 
I have found to be an extremely difficult matter. 
One has to have the complete enthusiastic co- 
operation of the patient. | admit I am able to 
get adequate cooperation from the patient in 
very few cases and so as a necessary supple- 
ment, I usually use a heavy canvas corset, 
ordinarily with extra steel reinforcements. As 
soon as the acute back pain is relieved by some 
improvement in posture, the patient forgets 
his exercises and stance and rarely has the 
patience to go far enough for permanent re- 
lief. The “West Point” attitude, as soon as 
pain has become a thing of the past, is for- 
gotten often as well as the subsequent check 
ups by the orthopedist without reminders, 
which are too often overlooked in a busy of- 
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fice routine. The “corset” is not much more 
than an abdominal support in many cases, but 
it usually does encourage the patient by giving 
some immediate relief. It is much more con- 
venient and comfortable than adhesive back 
strapping which is sometimes indicated, but it 
is of course, not as efficient as a supportive 
agency. Strapping in the more acute cases 
may be resorted to for a week or so before 
graduating to a support. Few general practi- 
tioners have access to well trained physical 
therapists, and usually if they do, their time 
is occupied by mobilization treatments after 
acute injuries. In justice to the many patients 
who need them, we should have regular posture 
clinics, but even in large medical centers, a 
great deal of extra enthusiasm to keep them 
going, important as they are for all of us, is 
imperative, 

A complicated academic discussion of the 
back problem has purposely not been gone into 
in this brief paper in the hope that more 
general practitioners will read it through and 
be encouraged about the “backs” that they can 
neither get to a neuro- or orthopedic surgeon. 
Once again let me state that one orthopedist 
who sees more backs than any one other con- 
dition claims that for the cure of disc or other 
ligamentous lesions, surgery is rarely necessary 
and that we must not be too discouraged in 
not getting our distressing back problems to a 
specialist. Most of them with a firm hand 
about absolute recumbency until acute symp- 
toms have subsided will home 
physical therapy, a simple but sufficiently ex- 
tensive support obtainable from 
your nearest department store, and a real at- 
tempt at improved posture—stomach in, back 
flat, chest out and chin up—not while they 
are hurting but for the rest of their lives! 


respond to 


ordinarily 
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The Work of the Duke Endowment with 
South Carolina Hospitals 


By Gro. P. Harris 
HosprtaL SECTION 


THe Dukt ENDOWMENT 
Cuariorre, N. C. 


“Just how does The Duke Endowment func- 
tion? Just what is this Duke aid that so many 
patients seek in applying for admission to the 
hospitals in the Carolinas?” It is reported that 
one administrator new to this section thought 
this “Dukeade” was perhaps a new drink that 
was being brought out to relieve the shortage 
in some of the more popular Cola drinks. 

“Why do some hospitals appear to dispense 
Duke aid rather freely while others seem to 
withhold it? How does this Endowment Fund 
help the patient, the hospital, and the physician? 
Does not The Duke Foundation pay the full 
cost of caring for the deserving charity case? 
Does the hospital receive any help from this 
source in connection with the patient who is 
able to pay for a part of the cost of his care? 
Who decides as to the eligibility of a particular 
patient for aid from The Duke Endowment ?” 

The administrator of the average hospital 
in the Carolinas is confronted with questions 
such as these from time to time in his daily 
work. 
stands how The Duke Endowment functions 
can do more perhaps than anyone else in in- 
terpreting this philanthropy to the patient and 
the general public. In cooperation with the 
adminisrator of the local hospital he can also 
be a vital factor in seeing that the greatest 
good is derived from the use of these funds. 


The attending physician who under- 


How The Duke Endowment Functions 


There is nothing mysterious or complicated 
about the way The Duke Endowment func- 
tions. Established on December 11, 1924 and 
operating in this area for over 17 years, most 
of the physicians in the Carolinas are familiar, 
at least in a general way, with activities of The 
Duke Endowment as related to the hospital 
situation. Let us see if we can not ciear up 
some of the phases of this work which to some 
may be obscure. 


The Trustees of The Duke Endowment say 
in effect to the trustees of the properly operated 
non-profit hospital in North or South Carolina : 
You go ahead and take care of such charity 
patients as you feel you are able to within the 
resources of your hospital; at the close of the 
year file a report with our Charlotte office 
giving us sufficient information with regard 
to the financial and professional activities of 
your hospital for us to determine whether or 
not it is properly operated within the terms 
of the Trust Indenture; and if your applica- 
tion is approved, your hospital will receive 
$1.00 per day 
rendered. 


for each free day of care 

What constitutes a free day of care? A free 
patient is one who is unable to pay anything 
for care and treatment. The inability to pay 
of such patients is determined to a great ex- 
tent by county and city welfare departments. 
Red the 


Charities, Community Chest, and various re- 


The American Cross, Associated 
ligious, fraternal, and civic organizations fre- 
quently vouch for the indigency of such cases. 
These various public and private agencies, as 
a rule, contribute from $2.00 to $4.00 per day 
for the care of such patients and, in addition, 
The Duke Endowment contributes $1.00 per 
day to the hospital as outlined above. 

The Duke Endowment also contributes $1.00 
per day for each free day of care rendered 
part pay patients. A part pay patient is defined 
as a patient who does not pay to the hospital 
for care and treatment, because he is unable to 
pay, an amount which will average as much 
per day as the average daily per capita cost 
of the hospital. The cost of caring for one 
patient one day in the average South Carolina 
general hospital admitting both white and 
Negro patients in 1941 was $4.08, excluding 
interest on investment, depreciation, and rent. 
For illustration, suppose we use a_ hospital 
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having a daily per capita cost of $4.00. A 
patient is cared for 10 days who is able to 
pay only $20.00 for the service rendered him. 
This $20.00 pays for 5 days of care at $4.00 
per day, the daily per capita cost of this parti- 
cular hospital. Since the patient was in the 
hospital 10 days and was able to pay for only 
5 days (based upon the cost of operating this 
hospital and not upon the amount charged the 
patient), there were 5 days of care rendered 
which were not paid for and which represent 
5 free days of a part pay patient. The hospital 
will be entitled to receive $1.00 per day for 
each of these 5 (not 10) unpaid for days of 
care. For the care of this particular patient, 
the hospital would receive $20.00 from the pa- 
tient and $5.00 from The Duke Endowment, 
a total of $25.00, as compared with a cost of 
caring for him of $40.00. 

As a matter of good business policy, the 
administrator of the well operated hospital 
secures and records the essential credit infor- 
mation with regard to any patient whose ability 
to pay is doubtful. The administrator of each 
assisted hospital is supplied with a Manual 
on Record Keeping Procedures in which is out- 
lined in matter of 
classification of patients as to full pay, part 


detail the the economic 
pay, and free. The administrators of the as- 
sisted hospitals are charged with the responsi- 
bility of the proper economic classification of 
patients and they have in practically every 
instance manifested a spirit of hearty coopera- 
tion in this matter. The attending or referring 
physician, who is perhaps more familiar than 
anyone else with the financial ability of the 
patient, has been of untold assistance to the 
hospital administrator in determining the true 
economic status of those seeking admission 
to the hospital. 

With the Duke Endowment paying only ap- 
proximately one-fourth the cost of care of 
the average charity patient, one can readily 
understand why a_ hospital with very little 
financial support from the community finds it 
impossible to take many charity patients. 

The Duke Endowment contribution of $1.00 
per day serves as a lever by means of which 
non-profit hospitals in the Carolinas have been 
able to secure more liberal contributions from 
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other agencies. Many hospitals are now secur- 
ing sufficient funds from their local counties, 
cities, The Duke Endowment, and _ other 
agencies to pay the full cost of care of charity 
patients. Heretofore the hospitals were, as a 
rule, forced through necessity to charge the 
pay patient enough in excess of cost to help 
in caring for the charity patients. With suf- 
ficient funds to take care of the demands for 
a large portion of the charity work of the com- 
munity, the assisted hospital has been able to 
maintain an occupancy that tends to maximum 
operating efficiency with the resulting lower 
cost of operation per patient per day. Through 
this increase in income for the care of charity 
patients and the accompanying ability to oper- 
ate at a lower daily per capita cost, the hos- 
pital has been able to keep the cost of hospital 
care for the pay patient down to a minimum. 


Ten-Year Review 


Although The Duke Endowment has been 
assisting certain hospitals in South Carolina 
continuously since 1925, the remainder of this 
article will be confined to the activities of as- 
sisted general hospitals during the past decade, 
1931-1941. ‘Twenty-nine general hospitals in 
South Carolina having 2,246 beds received aid 
from The Duke Endowment in 1931, whereas 
in 1941 forty general hospitals located in 27 
of the 46 South Carolina counties and having 
3,535 beds received assistance. Hospitals as- 
sisted in 1941 had 93 per cent of the general 
hospital beds in South Carolina, exclusive of 
those operated by the Federal government. 

In-patients discharged from assisted hos- 
pitals increased from 33,000 in 1931 to 92,000 
in 1941, an increase of 179 per cent, whereas 
the beds in these hospitals increased only 57 
per cent. Newborn increased from 2,157 in 
1931 to 10,749 in 1941, or an increase of ap- 
proximately 400 per cent. The average stay of 
in-patients decreased 2.3 days over the 10- 
year period, from 11.1 in 1931 to 8.8 in 1941. 
This decrease in the average length of stay 
represented a saving of $362,972 on the care 
of charity patients in assisted general hospitals 
in South Carolina for the year 1941 alone. 

There has been a steady decrease in the 
fatality rate in assisted hospitals during the 
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past 10 years. In 1931 the fatality rate for all 
patients was 6.9 as compared with 4.5 in 1941, 
a decrease of 35 per cent. The decrease in 
average stay together with the decrease in 
fatality rate is evidence of an improved pro- 
fessional service. 

During the past ten years The Duke En- 
dowment has contributed $3,738,285 to appli- 
cant general hospitals in South Carolina, 
$3,346,289 for free days of care at $1.00 per 
day and $391,996 for construction and equip- 


ment and purchase of hospitals. For every 
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dollar that The Duke Endowment has con 
tributed, the local communities have contri 
buted from $2.00 to $3.00. 

During the past decade 3,346,289 or 51 per 
cent of the 6,558,572 days of care rendered 
by applicant general hospitals in South Caro- 
lina have been free. It is doubtful whether 
many of the citizens of the State of South 
Carolina realize the tremendous amount of 
time and energy expended without financial 
reward by the 1,000 or more South Carolina 
physicians and surgeons in the care and treat 
ment of these charity and part charity patients. 








Failures in Use of Miller-Abbot Tube in 


Intestinal Obstruction 


A. Hinson, M.D., F.A.C.S. 
Rock Hut, S. C. 


Since intestinal intubation with the Miller- 
Abbot tube has become an established pro- 
cedure in the management of non-strangulat- 
ing bowel obstructions in many hospitals it is 
important that we be able to recognize and 
remedy the failures that occur in its use. 

The first problem is the differentiation of 
the strangulating from the purely mechanical 
obstructions. To depend on intestinal intuba- 
tion in the face of non-viable bowel inevitably 
invites a catastrophe. The compromised blood 
supply leads to gangrene and peritonitis un 
less relieved very quickly. The degree of shock, 
local tenderness and prostration, coupled with 
a good history of the course of events leading 
up to the obstruction aid in differentiation. 
Strangulating obstructions and those of the 
large bowel call for immediate surgery. Oc 
casionally the tube may be passed into the 
cecum through the ileo-cecal valve but it usual 
ly takes so long to accomplish this that it is 
unwise to wait. Waiting here will frequently 
result in a ruptured bowel and rapid exitus. 

Even after the diagnosis of mechanical ob 
struction is made there are certain mechanical 
problems which may prove insurmountable. 

The time factor is of vital importance as it 
usually takes from 2 to 24 hours before the 
tube passes from the stomach. Here it may 


coil upon itself, form knots or occasionally 
completely reverse itself in the esophagus or 
stomach. 

Fluoroscopic or roentgenographic determi 
nation of the position of the tube is an invalu 
Suction should be maintained ‘con- 
the tube the 


stomach. The Wagensteen type of hydraulic 


able aid. 
stantly from the time enters 
suction is usually adequate. Placing the pa 
tient on the right side aids in passage of the 
tube into the duodenum. Occasionally a slight 
Trendelenberg position is of help. Some type 
of obturator will undoubtedly be of aid in 
getting the tube though the pylorus but this is 
still in the experimental stage. 

Inflation of the bag with continued suction 
promotes the passage of the tube down to the 
obstructed area. The bag should then be emp- 
tied and suction continued. Food may then be 
given by mouth without fear of further dis- 
tention as the suction removes any fluid which 
passes down to that area. 

After distention is relieved the tube may be 
clamped for variable lengths of time. Often 
continuity of the bowel will become re-estal 
lished with the passage of feces and gas hy 
rectum. After this occurs the tube may be 
safely removed. If obstruction recurs a further 
trial by suction may be indicated. 40 to 60 
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c. c. of a fine suspension of Barium injected 
through the tube will often outline the area of 
obstruction and be of extreme value in subse- 
quent therapy. This is usually removed with- 
out much difficulty especially if it is irrigated 
several times. During this period of suction a 
careful check should be maintained as to the 
state of nutrition and electrolyte balance of 
patient. Infusions of saline in glucose, plasma 
or whole blood may be indicated. Persistence 
of the obstruction in the face of adequate suc- 
tion calls for operative interference. By leav- 
ing the tube in situ the necessity of an associ- 
ated enterostomy in obviated. 

The tube may become plugged with intesti- 
nal contents or blood as shown in one of the 
cases below. Usually, however, a_ thorough 
irrigation will be followed by adequate suction. 

Several causes of failure of the tube to func- 
tion are reported in the literature. 

Johnson' reports a failure due to plugging 
of the tube by orange pulp given the patient 
by over zealous relatives. Removal of the tube 
and re-insertion proved satisfactory. 

McKittrick and Sarris? report knotting of 
the tube as a cause of failure. This is much 
more likely to occur if the tube is allowed to 
coil in the stomach. After the tube has passed 
into the duodenum the tugging on the inflated 
balloon may be readily seen by observing the 
periodic pull on the strapping used to attach 
the tube to the face. On several occasions it 
has been observed to be drawn in the nasal 
cavity as much as % to 34 of an inch. 

Mckittrick and Sarris also report a rather 
distressing complication due to a nurse trying 
to feed the patient through a tube leading to 
the balloon. This was soon recognized and 
the feedings carried out through the proper 
channel. Removal of the tube was difficult, 
eventually causing rupture of the tube at the 
cardiac end of the stomach. Feeding by mouth 
would have done away with this complication. 

In one of my cases the balloon could not be 
deflated. The tube was cut off at the nares and 
eventually passed by rectum 8 days later. Two 
distinct knots were found above the balloon. 
I feel that if the tube cannot be removed with 
ease no undue pressure should be exerted. 

Schlicke, Bargen and Dixon® report collapse 
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and general peritonitis following partial re- 
moval of a tube on which the balloon could 
not be deflated. In one of their cases they 
found at operation a coiled tube in the bowel 
causing complete obstruction. 

In one of the cases reported helow, failure 
of the tube to function was proved to be due 
to a blood-clot which acted as a ball valve 
allowing fluid to be injected into the bowel 
but nothing to be aspirated. 

Wagensteen* refers to one of their cases in 
which the bulb was in the ileocecal valve caus- 
ing deflation of only the ileal half. Further 
traction resulted in rupture of the bulb after 
which the with ease. In 
view of the general peritonitis reported in one 
of Schlicke, Bargen and Dixon's cases it would 


tube was removed 


probably have been a safer procedure to allow 
the tube to pass per rectum as mentioned in 
one of my cases. 

There seems to be much unjust criticism in 
the literature of failures to pass the tube out 
of the stomach. Certainly the extra trauma of 
manipulating the tube through the pylorus 
under the fluoroscope is much less than that 
due to the performance of an enterostomy. 

Failures are proportionate to the persist- 
ence of the individual who is passing the tube. 
However, it is just as foolish to persist over 
long in attempting its passage, for the earlier 
the relief of distention the better the prognosis. 

CASE NO. 1—Mrs. W. E., age 36, was admitted 
to St. Phillips Hospital May 27, 1942, with a history 
of menorrhagia of 8 months duration. The onset 
of periods was every 26 to 28 days but the length 
of flow had increased in this time from 4 to 12 
days. Examination revealed a thin anemic woman 
of asthenic build. The examination was 
normal except for the pelvic area. There was a 
large rectocele with a lacerated, infected cystic cer- 
vix. The uterus was 3 times normal size and con- 


general 


tained a nodule the size of an orange in its anterior 
wall. The adnexa were normal. R. B. C. was 
3,800,000, Hemoglobin 60%, Leucocytes 7,000, Polys. 
52%. The urinalysis was within normal limits. 

On May 28, 1942, under spinal anesthesia, the 
cervix was coagulated and the perineum repaired. 
A supra-vaginal hysterectomy (retaining both ad- 
nexa) was performed through a low midline in- 
cision. 500 c. c. of citrated blood was given immedi- 
ately following operation. The post operative course 
was normal for 5 days. The bowels moved on the 
third day. 

The morning of the fifth day she complained of 
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colicky pains in the abdomen and there was some 


distention. This responded to an enema and the dis 
tention 
tently during the next three days, always respond- 
ing to enemata. During this time two more blood 
transfusions were given. On June 7 obstruction be 
came complete and did not respond to enemas. The 


disappeared. Distension recurred interm't 


pulse was 96 per minute but the extremities were 


warm. 

The incision was opened under spinal anesthesia 
and a knuckle of gut was found attached to the 
right of the stump of the uterus. There had ap 
parently been some oozing of blood in this area 
and the upper ileum was adherent in a piastic exu- 
date. This was freed and a Witzel type enterostomy 
performed above with no soiling. The 
brought out through a stab wound to the left of 
the incision. 500 c. c. of blood was given by vein 
and repeated daily for the days. The 
enterostomy drained 600 c. c. of fluid the first and 
800 c. c. the second day. The abdomen became flat. 


tube was 


next two 


1500 c. c. of 5% glucose in saline was given several! 
times daily to replenish water and electrolytes. The 
enterostomy drainage was 1000 c. c., 1286 c. c. and 
600 c. c. for the next three days. Food was given 
by mouth output was adequate. The 
temperature rose to 102 degrees on the second day 
but promptly fell to normal. The pulse remained 
of fair volume, between 90 and 110 per minute. 

On the 6th day only 60 c. c. of drainage was ob 
tained from the bowel and the abdomen became dis 
tended. Several loops of bowel were palpable. The 
temperature was 97 degrees, the pulse 106 and 
thready. A Miller-Abbot tube was passed into the 
stomach and continuous suction started. Two hours 
later a bedside film showed the tube to be in the 
2nd portion of the duodenum. The bulb was dis- 
tended with 35 c. c. of air and three inches were 
passed through the nostril every half hour until 
the entire tube had entered. Thirty six hundred 
c. c. of fluid and large quantities of gas was aspi- 
rated in the first 24 hours. The abdomen became flat 
and the balloon was deflated. The tube was irrigated 
every one or two hours to promote drainage. Food 
was tolerated by mouth after 24 hours. 

The tube drained 3000 c. c. to 4000 c. c. of fluid 
daily. All output and intake being measured. The 
deficit of intake was made up by 5% glucose in 
saline by vein. Two small stools were passed on the 
15th and 16th. Enemata 
fectual. 

On the night of June 18, 1942, there was a small 
hemorrhage as shown by the appearance of blood 
through the Miller-Abbot tube. 

On June 19 all drainage had stopped and dis- 
tended loops of bowel could be made out. The 
temperature dropped to 96 degrees and the pulse 
rose to 126 per minute. It was weak and thready. 
The extremities were cold and sweating. Fluids 
could be injected but none aspirated through the tube. 


and urine 


were only partially ef 
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Glucose and saline and 500 c. c. of blood were 
given by vein. An enterostomy was performed under 
local anesthesia high up on the right into the most 
palpable loop. Five grams of sulfathiazol was placed 
about the anastomosis and in the wound. 500 c. c. 
of plasma in given immediately 
The temperature rose to 103 degrees. 
pulse 140 per minute. She became cyanotic. Within 


4 hours another plasma transfusion was given with 


saline was after 


operation. 


a drop of temperature and pulse to 100 degrees and 


106 respectively. Inhalations of pure oxygen were 
started with the B. L. B. mask. 
There was immediate and continuous drainage 


from the second enterostomy. 500 c. c. of plasma 


in saline was given by vein along with adequate 


of water and saline every 12 hours for 3 


more days. 


amount 


Food was taken by mouth on the 2nd day. Oxygen 
was continued for 3 days after which the cyanosis 
gradually subsided. It was felt that 
was due in part to the sulfathiazol in the incision 
as. it did not 


the cyanosis 
respond to the inhalation of pure 
oxygen. 

Bowel movements started on the 8th day and 
both enterostomy tubes were removed the 11th day 
after having been clamped off for 24 hours, with no 
evidence of distention. The stitches were removed 
on the 12th post-operative day. The wounds healed 
per primum. 

She was discharged on July 4, 38 days after ad- 
mission, having one stool daily. 

To date she has remained perfectly well and is 
back working steadily. In all five blood transfusions 
and seven plasma transfusions were given. 

When the Miller-Abbot tube removed the 
distal end was found to be plugged with a clot of 
blood. Fluid could be passed through it from the 


was 


nasal to intestinal end after removal but nothing 
could be forced back by aspiration. 
The rubbery consistency of the clot was un- 


doubtedly due in part to the action of the intestinal 
contents. It was firmly anchored by several small 
portions continuous through the holes in the tube 
with another larger clot on the outside. 


CASE NO. 2—Mrs. J. L. C., age 67, was first 
admitted to the York County Hospital on February 
20, 1942, because of nausea, vomiting and pain in 
the abdomen. She had first become nauseated 6 
days before after eating canned turnips. There were 
cramp-like pains in the abdomen and constipation. 
She improved on intravenous fluids and had several 
large bowel movements. She was discharged Febru- 
ary 24 but was readmitted the following day with 
a recurrence of symptoms. The only pertinent thing 
in her past history was an attack of acute cholecysti- 
tis one year before. A supravaginal hysterectomy 


had been performed 20 years before. The patient 
was obese and acutely ill. The extremities were cold 
and clammy. Dilated loops of bowel were made out 
with hyperperistalsis. She had the typical colicky 
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pains of obstruction. Temperature 1002 degrees, 
pulse 82 but weak. 
Pelvic examination revealed a carcinoma of the 


cervix with slight parametrial involvement. 

The Miller-Abbot tube was passed into the stomach 
and Wagensteen A flat plate 3 
hours later showed the tip to be in the duodenum. 


suction applied. 


The bulb was inflated with 40 c. c. of air. 
Two inches was passed every % hour and six 
hours later the abdomen was flat. The patient 


tolerated food by mouth and was very comfortable. 

An X-ray showed the tube to have passed into 
the mid jejunum and several hours later showed 
complete arrest at this point. A amount of 
barium showed the obstruction to be complete and 
a calcified mass the size of a goose egg just below 


the tip of the tube. 


small 


The patient was given one blood transfusion of 
500 c. c. 1500 c. c. 5% 
given twice daily. 

On the morning of the third day an X-ray showed 
no further passage of the tube. There had been no 
passage of gas or feces by rectum and closure of 
the tube on three separate occasions resulted in re- 
currence of distention and colic within % to 1 hour. 

The abdomen through a mid-left 
rectus incision under spinal anesthesia. 500 c. c. of 
plasma in saline was given during operation. No 
adhesions 


glucose and salt solution was 


was explored 


were encountered in the pelvis but the 
diagnosis of carcinome of the cervical stump and 
parametria was confirmed. In the left mid-abdomen 
the balloon was felt just above a hard mass, 3 by 
3% inches in diameter. There was relaxation of the 
intestine above and showing the efficiency 
of suction. 


below 


A longitudinal incision was made over the stone 
after it was found impossible to move it within the 
lumen of the bowel. The bowel was repaired in a 
transverse manner. Four grams of sulfathiazol was 
placed about the bowel and abdominal wall incision. 

Post-operatively the Miller-Abbot tube was left 
in situ with suction for 3 days after which time it 
was clamped off for one day. The bowels moved 
spontaneously and the tube 
4th post-operative day. 

She was discharged on the 15th of May, 1942, 
and has had no further abdominal complaints. 

Radium and X-ray have been advised repeatedly 
for the carcinoma but to date she has been unwilling 
to submit to this treatment. 

CASE NO. 3—W. G., colored, age 16, was ad- 
mitted to the York County Hospital July 18, 1942 
with an appendiceal abscess of 4 days duration. He 
had been seen by me 12 hours after the original 
attack but his father had refused hospitalization. 

There was a tender mass in the R. L. Q.. with 


was removed on the 
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muscle spasm. His leucocytes were 8,650 with 84% 
polys., temperature 101 degrees and pulse 100. 

He was given fluids by vein and 2 tablets of sul- 
fathiazol every 4 hours. On the third hospital day 
the abscess was drained through a short right rectus 
incision under spinal anesthesia. The appendix pre- 
sented and was easily removed. Three grams of 
sulfathiazol was put in the cavity and two cigarette 
drains. Wagensteen suction was maintained for 3 
days through a duodenal catheter. Two blood trans- 
fusions were given. No distention occurred and the 
excellent until the 9th 
day. He then experienced colicky abdominal pains, 
distention and obstipation. The Miller Abbot tube 
was placed in his stomach and 8 hours later an X- 
ray showed the tube to be in the jejunum. It was 
rapidly passed down the intestinal tract. On one 
occasion a check up showed part of the tube to be 
coiled in the stomach and duodenum. This was 
remedied by removing part of the tube and allow- 
ing it to pass more slowly. Deflation was complete 
in 18 hours. Food was given by mouth and the 
bowels moved spontaneously 5 days later. The tube 
was then removed and the patient discharged. This 
was evidently a simple obstruction due to plastic 
adhesions but it was complete. The use of the tube 
certainly this patient the necessity of an 
enterostomy. 

An effort has been made to show some of 
the common pitfalls of the use of the Miller- 
Abbot tube. If properly used in selected cases 
many operations may be prevented, lives saved 
and hospitalization shortened. If improperly 
used the results may be fatal. In carefully 
selected instances it is a step forward in the 
treatment of obstruction. With the use of 
suction decompression the mortality rate from 
obstruction has shown the first decline in many 
years. 


post-operative course was 


saved 
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Chronic Prostatitis 


ALLEN C. Brapuam, M.D. 
ANpbeErsON, S. C. 


Chronic prostatitis is a condition of fre- 
quent occurrence and interest to both general 
practitioner and specialist. Patients suffering 
from this disease do not usually complain of 
prostatitis but rather of vague and indefinite 
signs and symptoms which are frequently 
colored with a varied degree of neurasthenia. 
Many come with such complaints as pains in 
the low lumbo-sacral region or down the legs, 
marked nervousness, feeling of fulness in the 
rectum or and 


perineum, iritis, 


muscle cramps. 


recurring 


In the presence of a urethral discharge, at- 
tention is immediately centered on the urino- 
genital system. In less obvious cases, however, 
prostatic examination is frequently neglected 
in the routine examination and the key-stone 
of diagnosis is missed. 

It is a common and fallacious belief among 
physicians, as well as laymen, that every case 
of prostatitis means gonorrhea, either in the 
present or past. This is unfortunate since it 
leads to embarrassment and a tendency to con- 
ceal the presence of a “morning drop” or of 
sexual change manifested by such signs as im- 
potency, waning sexual power, or premature 
ejaculations—and these are the very things 
which should be freely discussed. 

It is true that chronic prostatitis is a sequel 
to gonorrhea in the great majority of cases, 
especially to the impropérly treated or neglected 
cases which go on to the development of a 
posterior urethritis with extension into the 
seminal vesicles. However, there are many 
other causes of infection in the prostate gland 
besides gonorrhea and one should consider the 
prostate gland as a common focus of infection. 
Lowsley regards the prostate as second only to 
the tonsils in being responsible for arthritis, 
endocarditis, neuritis, iritis, and myositis. Due 
to its insidious nature, chronic prostatitis is 
often overlooked in casual examination and 
the patient is subjected needlessly to X-rays 
of teeth, sinuses, gall-bladder, etc. 


(Read before the Oconee County Medical Society, 
April 13, 1942). 


Etiologically, gonorrhea must be considered 
the prime offender in Chronic Prostatitis and 
it must be ruled in or out in each specific case. 
Herman says it is fashionable to ascribe non- 
specific prostatitis to congestion arising from 
sexual abuses such as overindulgence, coitus 
interruptus and imaginarius, all of which may 
be exciting causes. Suffice it to say that any- 
thing which tends to cause congestion of the 
gland will lay down a suitable field for infec- 
This infection from 
diseases such as influenza and typhoid, or be 
teeth, 
sinuses. A common cause of prostatic infec- 


tion. may come acute 


blood borne from foci in tonsils, or 
tion urethro-vesicle inflammation—leading on 
to infection of the ejaculatory ducts and semi- 
comes from 
The offend- 


ing organisms are chiefly staphylococcus, colon 


nal vesicles and_ prostate - 


post-operative catheterization. 


bacillus, streptococcus, pneumococcus, Or a 


mixed combination of these. One should al- 
ways be on the alert for Trychomonus vagi- 
nalis but rarely is a definite diagnosis of this 


cause established. 


Pathologically, chronic prostatitis may be 
divided into three types; catarrhal, parenchy- 
and interstitial. The 
changes are those of inflammation; congestion, 


exudation, suppuration, epithelial desquama- 


matous, fundamental 


tion, proliferation and scar tissue formation. 
In the catarrhal form, the inflammation is con- 
fined to the mucosa of the tubules and acini, 
and diagnosis is made from a study of the 
secretions since the changes in the gland may 
or may not be determined by digital examina- 
tion per rectum. In the parenchymatous type, 
there is an exaggeration of the changes present 
in the catarrhal type and there is more in- 
volvement of the tubular walls and peritublar 
stroma. ‘There may be partial or complete 
stricture formation of certain ducts, periaci- 
nous inflammatory deposits and_ irregular 
cystic distension of many acini. On rectal 


examination, the gland is found to be assymetri- 


cally enlarged, and massage often expresses 


copious secretion with rapid diminution in the 
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size of the gland. This type is commonly spoken 
of as the “boggy prostate.” In later stages, the 
greatly dilated acini form suppurating cavities 
yielding considerable amounts of purulent 
secretion. Further advancement of this type 
is characterized by a bosselated feel on digital 
examination due to irregular deposits of fibrous 
tissue around groups of acini, producing what 
is known as follicular prostatitis. 

In the 
secreting 
placed by scar tissue. What little secretion is 
expressed is usually filled with pus. In the 
most advanced type, which follows acute sup- 
purating inflammation, there is fibrous fusion 


interstitial type, very little of the 


portion remains, having been re- 


of the gland to the rectal wall and an enlarge- 
ment and hardening of the seminal vesicles. 
This form of chronic prostatis must be differ- 
entiated from tuberculous and malignant in- 
volvement of the gland. 

Since chronic two 
systems, the sexual or genital and the urinary, 


prostatitis involves 
the symptoms are also two-fold. As previously 
mentioned, chronic prostatitis is an insidious 
condition and may lie dormant for many years 
before it makes its presence known. Nocturia 
is common, due to a temporary partial bladder 
neck obstruction from a swollen and boggy 
gland. Even in young high school boys, follow- 
” one finds four 
or five ounces of urine by catheter after they 


ing a bout of “petting parties, 


have urinated and declared the bladder empty. 
This amount of urine may serve as a direct 
guide to the amount of inflammatory swelling 
present around the bladder neck. The voided 
specimen may contain comma-shaped shreds 
the 
into 


which are dried secretions which have 


formed casts in the ejaculatory ducts. 
Suprapubic pain with a full bladder is a com- 
mon complaint, or there may be a hesitancy in 
beginning the urinary act and a desire to uri- 
nate again in a few minutes. These are mani- 
festations of an inflamed prostatic urethra and 
bladder neck. 

The sexual symptoms are always colored 
by neurasthenia and are best seen in the young 
individual. Herman puts it this way; “They 
occur more frequently in the young neuras- 
thenic whose orgastic sexual imagery promotes 


hypersecretion of the prostate gland.” Be that 


Tue JourNAL oF THE SouTH CAROLINA MeEpIcaAL ASSOCIATION 289 


as it may, one can usually elicit a history of 
some change in the sexual activity. A frequent 
complaint of older men is pain following ejacu- 
lation or a bloody ejaculant. Sexual symptoms 
rary from pseudopriapism to complete impo- 
tency. It is wise to advise these patients to 
put sexual matters out of their minds and to 
have confidence that sexual ability will be 
restored. Older men, in the neighborhood of 
fifty, expect some waning sexual power, but 
even they are reluctant to attribute it to in- 
creasing years alone and expect the physician 
to correct the condition. The various and sun- 
dry gonadotropic and androgenic preparations 
are merely crutches and are best left alone 
until the prostatic infection is cured. Later, 
a stimulating course is indicated and may often 
be beneficial. 

Many sensory symptoms are encountered. 
Pain is seldom severe and is described as ach- 
ing and is aggravated by urination, coitus, and 
defecation. The usual points of pain are the 
lumbosacral region, the suprapubic region, the 
perineum, the groin, the testicles, the glans 
penis, and the inner side of the thighs. Some 
the coldness, 
burning or itching in the urethra. Brinkley 
aptly spoke of it as “sitting on a cocklebur.” 

Other symptoms are fatigue (the 
business man’s five o’clock fag), stiffness of 


describe sensation as fullness, 


early 


the joints and legs, painful spine, sciatica, 
and headache. Often improvement in general 
health and a feeling of well being will ensue 
after the eradication of a chronic prostatitis. 

Four procedures should be used in making 
the diagnosis of chronic prostatitis; (1) rectal 
palpation, (2) repeated analyses of the voided 
urine, (3) microscopic examination of the 
prostatic secretion and semen, and (4) urethro- 
scopic examination of the posterior urethra 
and vesical neck. 

The normal seminal vesicle is not palpable 
per rectum and whenever it is encountered pro- 
truding above the lateral prostatic lobe, it de- 
notes an inflamed and swollen condition. Rectal 
palpation alone for diagnosis is inadequate, 
however, since little or no change will be de- 
tected in the gland in the catarrhal form of 
chronic prostatitis, the diagnosis 
must be upon the finding of pus cells, bacteria, 


and here 
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or blood cells in the voided specimen. In the 
presence of much pus, blood, or bacteria in 
the urine, one cannot be certain that one is 
dealing with a prostatitis alone. Chronic pros- 
tatitis is a common forerunner of pyelone- 
phritis, often the primary source. In older men, 
particularly, one often encounters dilated and 
tortuous ureters and atonic calyces which have 
become infected through faulty drainage and 
probably lymph the 
prostate. Although chronic prostatitis is com- 


borne infection from 
monly spoken of as a local infection, it may 
have far reaching manifestations. 

Normal prostatic fluid is thin, pale blue re- 
sembling skimmed milk, and alkaline in reac- 
tion. When obtained by massage, it usually 
fluid 


secretion. Vesicular casts appear as irregular, 


contains vesicular casts or vesicular 
gelatinous, transparent, white streaked masses 
which soon liquify on standing. Liquid vesi- 
cular fluid, especially that obtained from con- 
tinent individuals, is resembles 
purulent prostatic fluid. The distinguishing 
characteristic is the lecithin bodies which ap- 
pear as various sized 


yellow and 


translucent globules, 
usually smaller than a red blood cell. Corpora 
amylacea are found mostly in older men, com- 
pound granule cells are thought to be due to 
stagnation of the secretion and may or may not 
be inflammatory in origin. A few leucocytes 
and epithelial cells complete the picture. 

Abnormal prostatic fluid lacks homogeneity, 
is somewhat granular and streaky, is yellow- 
tinged, and lacks the characteristic opalesence. 
There are also variable numbers of pus cells 
and blood cells and in advanced cases, a com- 
plete absence of lecithin bodies. A return of 
these bodies to the fluid indicated improve- 
ment. 

Urethroscopic inspection is mentioned last 
since it should not be the first resort toward 
diagnosis. It should be done, however, in 
the presence of unusual features such as per- 
sistent urethral discharge, frequent or urgent 
or painful urination, symptoms of urinary ob- 
struction, and finally, failure to improve under 
usual treatment. A carefully performed ex- 
amination with the urethroscope will afford 
much valuable information and will also permit 
local treatment in selected cases. 
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The chances for complete recovery in chronic 
prostatitis are none too good. In view of this, 
the 
should be avoided since it may lead to neuras- 
thenia. 


too much restriction of usual routine 


Sexual intercourse within moderation 
is permissable if it does not aggravate the 
condition. In passing, it should be noted that in 
the absence of specific infection, chronic pros- 
tatis is not a source of danger to the sexual 
mate, nor does it appear to have any effect 
upon the offspring. 

Prostatic massage is the most important 
therapeutic procedure and should be performed 
twice a week, but it alone will not suffice to 
eradicate a chronic prostatitis. Often the ejacu- 
latory ducts are closed, preventing the prostatic 
fluid from draining into the urethra, and 
this calls for dilations by either sounds or the 
Kohlman dilator. The value of massage may 
be increased by filling the bladder first with a 
warm antiseptic solution (1:600 neutral acri- 
flavine, 1:5,000 permangenate, 
1:10,000 silver nitrate solution) which elevates 
the gland and seminal vesicles. Most important, 
however, is the complete coverage of the gland 
with massage, going well up on the supramon- 
tane portion and over the region of the seminal 
vesicles. 


potassium 


It is my practice to employ urinary anti- 
septics by mouth, especially when instrumenta- 
tion is contemplated. Methanamine, mandelic 
acid, or one of the sulfonamides are used 
separately or jointly. The sulfonamides have 
been recovered in the prostatic fluid and are 
thought to be especially helpful in the presence 
of much pyuria and in the coccal type of in- 
fection. When one is dealing with a colon 
bacillus infection, the lower bowel should be 
investigated. Regulated daily evacuations are 
important and it is well to change the intesti- 
nal flora from a putrefactive to a fermentative 
state by using lacto-dextrin and by the exclu- 
sion of milk, eggs, and meat from the diet. 
The use of warm enemas consisting of twenty- 
five percent magnesium sulphate solution fol- 
lowed by instillation of four to eight ounces 
of cottonseed oil into the rectum will help. 
Other foci, such as infected teeth, tonsils, 


sinuses, appendix, and gall bladder, should be 
eradicated, 





November, 1942 


Vaccines are usually of little benefit and are 
of no benefit unless given in conjunction with 
massage. In long standing cases, with symp- 
toms of backache, etc., a mixed vaccine (staphy- 
lococcus, streptococcus, pneumococcus, colon 
bacillus) given in increasing doses every four 
days serves to alleviate symptoms. Foreign 
protein therapy appears to have the same result. 
Hyperpyrexia is said to be of value in prostati- 
tis of gonorrheal origin but it is expensive, 
dangerous, and uncomfortable for the patient. 

Finally, the patient is advised to eat a whole- 
some, bland type of diet, to live a regulated 
sex life with moderation, to avoid excesses 
especially in the use of alcohol, to regulate 
bowel elimination, and to endeavor above all 
In the 


chronic and incurable infections, periods should 


not to become “prostate conscious.” 


be lengthened between treatments and, without 
deceptive intent, the patient should be taught 
to accept his invalidism with aequinimity and 
with a minimum of attention to the prostate. 
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Summary 

1. Chronic prostatitis is not, of necessity, a 
venereal disease. 

2. Exciting factors are local congestion from 
sexual excess or abuses, chronic constipation, 
and dietary indiscretions, and metastatic in- 
fection from acute infections diseases or foci 
of infection elsewhere in the body. 

3. Chronic prostatitis is divided into three 
types; catarrhal, parenchymatous, and inter- 
stitial. 

4. Symptoms and signs are manifested in 
both the sexual (genital) and urinary systems. 

5. Diagnosis depends upon; (1) rectal palpa- 
tion, (2) repeated urinalyses, (3) microscopic 
study of prostatic secretion, and (4) urethros- 
scopic examination. 

6. Treatment consists of prostatic massage, 
urethral dilations, local treatment of strictures 
in the prostatic urethra, antiseptics by mouth, 
elimination of foci of infection and _ finally, 
psychotherapy. 





A Soldier and The 


News and Courier 








Next month will be the seventy-fifth anniversary of Captain Francis 
W. Dawson’s coming into the family of The News and Courier. His 
is the story of a Briton who brought us aid, another of that great 
clan who do not give up in adversity. 

The News and Courier wishes at this time and on this anniversary to 
recall this Englishman was willing to relinquish his family in order 
to fight for the South, and then, in defeat, to abandon his native 
eountry forever to help rebuild a stricken area. 

Captain Dawson’s life and works are of romance and powerful action. 
He came to the Confederate states as a sailor when there was no other 
way to get to the fighting South. Once here, he sought the thick of 
the battle, was thrice wounded and once captured. 

From war he came to Charleston in the midst of the Reconstruction 
conflict, carpetbag and negro rule; then Hampton and ’76 followed, 
and the earthquake and Tillman upheaval. He found time for quieter 
things, to lead in the movement to bring the mills to the cotton, to 
sponsor the reintroduction of tobacco in South Carolina, to serve eight 
years on the Democratic national committee, to sway the votes that 
gave Grover Cleveland the nomination, to organize the South Caro- 
lina Press Association. 

Captain Dawson and his associates healed the wounds of two battered 
newspapers. The Courier and The News, welded them together and 
introduced modern journalism into South Carolina. 

Today some of The News and Courier family are on English soil, 
fighting, as Captain Dawson did, for a cause. 


Che Newmsand Courier - - 











134 Meeting St. 
Charleston, 8. C. 
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NON REP 


Physicians face winter and its companion, 
respiratory disease, with far less fear than 
they did several years ago. The sulfonamides 
have come to stay. So accustomed is the physi- 
cian to prescribing one of this group of drugs 
that the B. S. (Before Sulfonamide) 


seems almost a part of the middle ages. 


era 


That the advent of the sulfonamides has 
been one of the great boons to man in his 
fight against diseases is a statement which no 
sensible man will refute. And yet it must be 
borne in mind that occasionally these drugs 
destroy instead of aiding the individual who 
takes them. This fact was strikingly demon- 
stated in a splendid article which appeared in 
this Journal last month (written by William 
H. Kelley and M. W. Colgin of Charleston). 
To quote from their timely study, “Sulfona- 
mide drugs have fortunately proved relatively 
safe in general use. Although untoward side 
effects of one type or another are observed 
in the majority receiving these preparations, 
few are of serious consequence and according 
to the literature they have seldom led to death. 
None the less from the preventive medical 
viewpoint, fatalities attributed to these drugs 
though infrequent are of considerable interest. 
Furthermore, there is reason to believe that 
these toxic drug reactions act as contributory 
causes of death more often than is generally 
appreciated.” 


It is our belief that the use of the sulfona- 
niides by the careful physician who watches 
his patient is a safe procedure. An occasional 
tragic reaction may occur but so far no one has 
shown how this may be avoided. 

The place in which the drugs may be of 
real harm and of actual danger, however, is 
in the field of self-medication. Many of the 
laity have heard so much of the drugs or have 
seen their actions demonstrated upon mem- 
bers of their families or upon their own bedies 
to such satisfaction that they feel themselves 
authorities upon the subject, “When and how 
should the sulfonamides be used.” They do 
at the 
drug store and to give them freely to their 
wives or children, or to take them themselves. 
And all too frequently they will secure these 
drugs by simply 
7 refill that 
which my doctor gave me recently.” 

To protect his patients and to safeguard his 
own interests, each physician would do well 


not hesitate to call for these tablets 


saying to the druggist, 


Please prescription for sulfa— 


to write on every prescription for one of the 
sulfonamides, Non Rep (Do not refill). In this 
way, the physician clears his own skirts, he 
protects his patient and lets him know that 
the drug is not one to be considered lightly, 
and he helps that ethical druggist who does 
not like to potentially dangerous 
drugs without the backing of his doctor, even 
though there is no law on the statute books 
which bids him nay. 


dispense 
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HOW ARE YOU VOTING? 


There are elections ahead which are of great 
importance to all physicians—we refer to the 
elections of officers of the County Medical 
Societies and of delegates to the next annual 
meeting of the House of Delegates. 


Some great and fundamental change in 
medical practice is awaiting us just around the 
corner. When that change comes, let us earn- 
estly hope that it will be built around the medi- 
cal organization in existence today. And at 
the foundation of medical organization is the 
county medical society. 

What physicians are in the best position to 
serve with the armed forces, which physicians 
are truly essential in their present fields of 
endeavor, which physicians are available for 
transportation to industrial or other communi- 
ties where the lack of medical care is appalling, 
how best may the physicians who are left at 
home amount of 
work which faces them, in what ways may 


carry on the tremendous 
the public health services of the state and 
county and city help physicians in the task 
ahead? These are but a few of the questions 
which are to be answered, and who can answer 
them better than the 
societies ? 


local county medical 


No state medical association can be stronger 
than its individual county medical societies nor 


than the composite of those men who com- 
pose its House of Delegates. 
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It will not be long before each county medi- 
cal society will hold its elections for the com- 
Each society would do well to con- 
sider, carefully and well, its choices for 1943. 


ing year. 


Seniority, sentiment, personal obligations, pet- 
ty jealousies, local medical politics — these 
must be thrown to the winds and every effort 
must be made to elect that president who will 
be a real leader, that secretary who will be 
willing to do the all important work of that 
office with diligence and efficiency, and those 
delegates who will be anxious and ready to 
devote time and effort toward the shaping of 
policies for the good of our state medical 
association. 


How are you voting? We sincerely hope 
that you will vote according to the dictates 
of your intelligence and of your conscience. 
If you do, we will at least have gained the 
first skirmish in the battle which lies ahead. 





TO COUNTY SOCIETY 
SECRETARIES 


Will all county society secretaries 
send to the Secretary-Editor immedi- 
ately the names of all physicians who 
have gone into military service within 
the last two months, and continue to 
send in the names as men are called. 
It is imperative that our state office 
records be kept up to date. 
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HOW TO HELP YOUR DOCTOR 


Many doctors are now on duty with the armed 
forces and indications are that many more will be 
called to service. As a result, the physicians who 
stay at home are forced to tackle a job which will 
tax their abilities and strength to the utmost. 

Those who wish to help physicians carry this load 
should put into practice the suggestions listed below: 

1. See you doctor in his office whenever possible 
and save him the time which is consumed in travel- 
ing to and from your home. 

2. If you plan to see him in his office," make your 
appointment ahead of time if you can, and then be 
on time for your appointment. He will see you as 
promptly as he can. 

3. If you want him to see a patient in your home, 
make your request as early in the day as possible so 
that he may arrange his calls to conserve time and 
travel. 

4. When seeing your doctor, make your conver- 
sation brief and to the point. Remember that other 
people are waiting to see him and to talk to him. 

5. See that your house is well marked so that the 
doctor will not waste time finding your residence. 
If you call him at night, turn on your porch light so 
that he can find your house with ease. 

6. Avoid calling your doctor on Sundays except 
for serious or emergency illness. 
rest and enjoy his family. 

7. When you call him on the telephone, plan 
what you have to say and make your conversation 
brief. If possible, get the information which you 
desire from his secretary. 


Give him time to 


8. Avoid requesting home calls for minor ail- 
ments, particularly at night. Doctors need sleep as 
do others. 

9. Do not criticize your doctor and promote dis- 
satisfaction among his patients. He is over-worked 
but he is doing the best he can. 

10. Be patient. So long as the war continues every 
practicing physician will have far more work to do 
than he has ever done before, but he is still human, 
and can do only so much in a given length of time. 


A copy of the above statement has been mailed 
to every member of the Association. Copies may 
be obtained from the Secretary, postage paid, 
at the following prices: 
Small card (3% x 6) = $1.00 per 200 
$2.00 per 500 
$3.50 per 1,000 
Large card (11 x 14) 10 cents each 
As of November 5, the Secretary has received 
orders from physicians of the state for 30,000 
of the small cards and 150 of the large cards. 

It is suggested that physicians enclose one 
of the smaller cards with their monthly bills, 
give them to their patients, or have their drug- 
gist send one out with each prescription filled. 
The large cards may be hung in the physician’s 
office or in the drug stores. 
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Published by the Wine Advisory Board 





THE THERAPEUTIC 
USES OF WINE 


(mailed free upon request) 


There has developed an interest within the medi- 
cal profession that the true physiologic and thera- 
peutic uses and deficiencies (and also the food 
values) of wine be authoritatively reviewed. Such 
a review has been prepared in monograph form 
by qualified and competent medical authorities and 
constitutes a summary of the pertinent scientific 
literature of present-day medicine. 

The contents include sections on wine as a food, 
and the actions of wine on the gastro-intestinal 
system, the cardio-vascular system, the genito- 
urinary system, the nervous system and the mus- 
cles, and the respiratory system. The uses of wine 
in diabetes mellitus, in acute infectious diseases and 
in treatment of the aged and convalescent are also 
discussed, ‘The value of wine as a vehicle for medi- 
cation is dealt with, and an important section on 
the contraindications to the use of wine is included. 
An extensive bibliography is presented for those 
who may wish to pursue the subject further. 

This review results from a study supported by 
the Wine Advisory Board, an agricultural industry 
administrative agency established under the Cali- 
fornia Marketing Act, and has been sponsored by 
the Society of Medical Friends of Wine. 

Members of the medical profes- 
sion are invited to write for this 
monograph. Requests should be 
made to the Wine Advisory Board, 
85 Second Street, San Francisco. 
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AROUND THE STATE 


Effort will be made to secure and publish news concerning the activities of individual physicians, and of the various medi- 


cal societies of the state. 
news items to the Editor. 


Members of the Association, and especially secretaries of county societies, are urged to send in 








Deaths 
Dr. Julius C. Sosnowski, a former member 
of the Medical Society of South Carolina, 
Wadmalaw Island this 
summer. Dr. Sosnowski had lived out West 


died at his home on 


for a number of years, returning to South 
Carolina two years ago. 


Dr. Daniel F. Moorer, 91, died at his home 
in St. George on October 11. A graduate of 
the Medical College of the State of South 
Carolina, Dr. Moorer practiced medicine in 
Dorchester County for a number of years but 
was forced to retire from active practice on 
account of his health over twenty years ago. 
He is survived by two sons. 


Dr. W. M. Brockinton, 76, died at his home 
in Manning on October 16. He _ practiced 
medicine in Manning for fifty years and re- 
tired six years ago. He was a graduate of the 
Medical College of the State of South Caro- 
lina. Dr. Brockinton is survived by his wife 
and two daughters. 


News Items 

The following physicians have recently re- 
ported for military duty: H. M. Allison of 
Greenville, A. M. Brailsford of Camden, R. 
B. Bultman of Sumter, Norman O. Eaddy of 
Sumter, James O’Hear of Charleston, F. G. 
Shaw of Camden, R. M. Walker of Sumter, 
A. B. Whitaker of Camden, J. K. Webb of 
Great Falls, W. E. Baldwin of Walhalla, J. 
W. McLean of Greenville. 


Lieut. Col. George Benet has been made 
commanding officer of the station hospital at 
Carlisle Barracks, Pa. This is quite an honor 
as this is one of the larger permanent posts in 
the country. 

Dr. O. B. Chamberlain passed through 
Charleston recently on his way to permanent 
assignment in Utah. 


Two South Carolina physicians now hold 
important positions with the 92nd General 
Hospital, Camp Bowie, Texas. Major 
Lawrence P. Thackston is Chief of the Surgi- 
cal Service and Major Hugh Smith is Chief 
of the Dr. Thackston was 
formerly a urologist in Orangeburg and Dr. 
Hugh Smith an internist in Greenville. Both 
of them were members of the Council before 
entering service. 


Medical Service. 
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Society News 


During September the Greenville County 
Medical Society met in joint session with 
the Greenville County Druggists’ Associa- 
tion. Papers were presented by John Fewell, 
M.D. and P. S. MeCullom, Phar.D. Dr. T. B. 
Reeves was elected to serve as President- 
elect to sueceed Dr. J. W. McLean who has 
At the October 


meeting the program was in charge of mem- 


reported for active duty. 


bers of the faculty of the Medical College 
of the State of South 
J. J. Ravenel discussed Some Problems in 
Urology and Dr. J. A. Boone presented a 
paper on Estimation of Renal Function in 
Cardiac Failure. 


Carolina. Professor 


The October meeting of the Medical 
Society of South Carolina (Charleston) was 
addressed by Dr. William H. Prioleau on 
the subject, The Treatment of Thyroid Ab- 
scess Causing Tracheal Obstruction. This 
Society has recently received a bequest from 
the estate of the late Miss Edith Flora Bas- 
sett of Charleston. 


Dr. Kenneth M. Lynch of Charleston was 
the guest speaker at the October meeting 
of the Columbia Medical Society and his 
subject was Abnormal Chorionic Growth. 
Dr. A. T. Moore also presented a paper on 
Metal Hip Joint. 


Medical College News 

Dr. Rhett G. Harris, instructor in Bacteri- 
ology, resigned from the department in April 
to join the armed forces as Ist Lieutenant in 
the Sanitary Corps. He is now stationed at 
Jefferson Barracks, Mo. Dr. ,Raymond M. 
Young arrived to replace Dr. Harris on June 
22, 1942. 

The 49th session of the School of Pharmacy 
opened Oct. 5th. Dr. William A. Prout has 
been named acting director of the school and 
will continue as professor of operative 
pharmacy. He announced that whereas, form- 
erly, the first-year students were trained at the 
medical college, now the plans call for all four 
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years’ training at the school of pharmacy. 

Dr. Robert Walton, formerly a member of 
the faculty of the medical college of the Uni- 
versity of Mississippi, has been elected pro- 
fessor of pharmacy to succeed Dr. W. H. 
Zeigler who died during the summer. 


Dr. John Arthur Siegling, orthopedic sur- 
[lli- 
nois where he was in charge of the depart- 


geon, after several years’ residence in 


ment of bone and joint surgery at the Carle 
Clinic at Urbana, has returned to Charleston 
He will be on the faculty of the 
medical college in orthopedic surgery. 


to practice. 


Dr. L. T. Belkin, 
University School of Medicine, has been ap- 


formerly of the Yale 


pointed as an instructor in the school of phar- 
macy and Dr. W. G. Sink, formerly of the 
faculty of the Citadel, has been appointed to 
the chemistry department of the medical col- 
lege. 
South Carolina Medical Defense 

Dr. H. G. Callison, Chief Medical Officer 
South Carolina Council for National Defense, 
has been working hard and diligently and we 





are glad to be able to publish a part of the 
report on his activities during the month of 
September. 

During the month of September final ap 
provals were received for allocations to estab- 
lish blood plasma banks in four institutions 
of the State. Orders for equipment have been 
placed by each of those institutions and it is 
hoped that all will be in operation very soon. 
On September 21st inquiries were sent out to 
the hospitals of the State in an effort to ascer- 
tain the amount of plasma on hand and whether 
or not this plasma would be available from 
these non-grantee hospitals in the case of need. 
While this survey is not yet complete, it is 
gratifying to note that all hospitals which 
have begun processing blood indicate willing- 
ness to have it used by this organization in 
In those institu- 
tions approximately 500 units are available at 
this writing. Authorities of the McLeod In- 
firmary in Florence, South Carolina, have in- 
dicated the desire to apply for an allocation 
to establish a bank in that area, 


the case of an emergency. 
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A considerable amount of time has been 
given over to the work of establishing affiliated 
hospital units in the four institutions sug- 
gested. Already the Unit Directors have been 
selected by the Spartanburg General Hospital, 
the Greenville Hospital, the 
Columbia Hospital of Richland County, and 
the 


blanks have been forwarded to the Regional 


General and 


applications and physical examination 
Office. Very little headway has been made 
with the Medical College in Charleston. It 
appears that the authorities at the Medical 
College are not thoroughly convinced of the 
necessity of the formation of a unit there, 
since it is felt that the faculty, being organized 
as it is, could readily be activated in the case 
of need in that area. There also seems to be 
some hesitancy on the part of the College 
authorities in having members of the faculty 
commissioned, due to the fact that these men 
now are giving full time to the training of 
young physicians. However, this project has 
not been abandoned, and efforts will continue 
to be exerted looking to the establishment of 
a unit in Charleston. The McLeod Infirmary 
in Florence and members of the medical pro- 
fession connected with the McLeod Infirmary 
and other institutions are vitally interested in 
establishing an affiliated hospital unit in that 
area of the State. Request for permission to 
establish such a unit has already been made 
through the Regional Office, and it is hoped 
that an invitation extended for the 
establishment of a unit in Florence. 


will be 


It was necessary during the month to select 
and have appointed a new Local Chief of 
Emergency Medical Service for Orangeburg 
County, the former Chief of Emergency Medi- 
cal Service in that county having been forced 
to resign on account of his health. One county 
in the State remains without a Local Chief 
of Emergency Medical Service, and efforts are 
being made to have a Chief appointed im- 
mediately. Four new Nurse Deputies have 
been appointed in the State to fill vacancies 
created by resignations; one vacancy still re- 
mains to be filled. 


The following letter has been received from one 
of our members who is now stationed in Texas. 
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This is just an informal note to say hello, I miss 
you, wish I was back at work so I could worry 
you again with referred cases. You know what I 
mean: the army life is great, I have a nice place 
and am glad to do my little bit at this time, but it 
will be good to get back in the old ways when we 
finish this job. 

I cannot tell you how big this place is, however, it 
is a clean new place, just a little over a year old, 
still growing and is in the many thousands 
The hospital wards cover many acres alone. 


now. 


For the first two weeks I was in the dispensaries, 
then I got a break and was sent to the Flight Sur- 
geon’s office to learn the set up so that I could be 
sent to Randolph Field to take the special course 
and become a Flight Surgeon. But after two and 
a half months work in the Flight Surgeon's office 
the Commanding Officer called me in and asked 
my age. When he found I was forty years old, he 
sadly (to me) that he had just 
received orders to send no one over thirty-six to 
Randolph Field. It’s hell to be considered too old 
for a job! He did promise me, however, that if 
the restrictions were ever changed, he 


informed me 


would give 
So, maybe to appease me for 
the disappointment, he placed me in charge of the 
Basic Training Center dispensaries where I have six 


me a place there. 


medical officers with which to run the place. So 





fective, Convenient 


THE effectiveness of Mercurochrome has been 
demonstrated by twenty years’ extensive clinical use. 


For the convenience of physicians Mercurochrome 
is supplied in four forms—Aqueous Solution for 
the treatment of wounds, Surgical Solution for 
preoperative skin disinfection, Tablets and Powder 
from which solutions of any desired concentration 
may readily be prepared. 


MERCUROCHROME 


(H.W.&D. Brand of dibrom-oxymercuri-fluorescein-sodium) 


is economical because solutions may be dispensed 
at low cost. Stock solutions keep indefinitely. 


Mercurochrome is accepted by the 
Council on Pharmacy and Chemistry of 
the American Medical Association. 
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now I am a glorified executive and can work in 
my several buildings as I choose. We run hundreds 
through the morning sick call and the afternoon 
sick call. All admissions have to be seen first in the 
dispensaries so my department has plenty to do at 
all times. 

By the way, a funny thing happened the other 
day here. An about 
giving a trouble. The 
reported it to his who said he 
straighten the Indian out. When the Indian 
brought up, the Captain barked out, “What’s the 
matter with you soldier.” The Indian just shrugged 


Indian, forty years old was 


lieutenant some lieutenant 


captain would 


was 


his shoulders and said nothing. After a few minutes 
the captain got mad, and started berating him. Still 
no response. After a while he shouted “Speak up 
dammit, what’s the matter with you.” You could 
clearly see the Indian was disgusted with the whole 
affair, the army in general, he was completely “fed 
up” with it all. Slowly he jabbed the ground with 
his toe, looked at the captain, and said, “Hell! Walk, 
walk, walk, talk, talk, talk, hell! Me shoot Japs!” 

I have found the Medical Officers fine 
bunch of men, socially and medically. There’s not 
a one in the place I don’t like, it’s just one happy 
family here. Several leave each month for foreign 
duty and we all envy them, hoping we will be the 
ones to go next. They notify you sometimes only 


here a 


in time to pack and catch the next plane or train. 
Some of my friends here are now in Australia, 
Alaska, Ireland, and one is in South Africa. Wonder 
where the devil I will end up? 

I am enjoying the Journal. It is being forwarded 
to me here. 
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Please give my regards to my friends in Florence, 
and with kindest personal regards to you and yours, 
I am, 





Presentation of the coveted Army-Navy “E” Pen- 
nant to E. R. Squibb and Sons was witnessed by 
more than 2,000 employees in the grand ballioom 
of the Waldorf-Astoria Hotel, New York City, on 
Friday night, September 18th. The pennant was pre- 
sented by Rear Admiral Harold W. Smith, (MC) 
USN, Chief of the Navy’s Division of 
Bureau of Medicine and Surgery, to Carleton H. 
Palmer, Chairman of the Squibb board. 

With the pennant went insignia of excellence to 


Research 


each of the employees of the company which manu- 
factures critical drugs, biologicials, and other medi- 
for the srig. General 
Larry B. McAfee, Assistant to the Surgeon General 
of the United States Army, presented token “E” 
buttons to four employees—three women and one 
man .— selected from Squibb departments in 
which personal hardship and_ risk 
of health and even life in supplying of medical needs 


cal essentials armed forces. 


four 
service entails 
for the Army and Navy. 

One of the pin recipients was Miss Anna Master- 
son, employed in the manufacture of anti-typhus 
vaccine. 

“Not one Squibb worker engaged in this perilous 
occupation escapes the typhus infection,” declared 
General McAfee in giving Miss Masterson her button. 
“To some degree or other—each becomes ill—dis- 
tressingly ill—may even die. They face this distress 
—this peril, to protect others.” 
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Pathological Conference, Medical College of the State 
of South Carolina 
KENNETH M. LYNCH, M. D.. PROFESSOR OF PATHOLOGY 
CASE OF DR. W. H. KELLEY or masses palpated. Reflexes: physiological. 
ABSTRACT NO. 464 Laboratory Examination: 

Student Leslie (Presenting) : Urinalysis: negative. 

History: This patient was first admitted to hos- Blood: 2-22-42 2-24-42 
pital on June 10th, 1933, when 15 years of age. He RBC 5,465,000 4,800,000 
had been well until two weeks prior to admission WBC 19,450 29,350 
when he developed a cough productive of.a foul, Hb. 12 9.5 
thick, yellow sputum. A few days later he developed  Polys. 77 % 72% 
hemoptysis and later vomited dark blood several Lymph. 17 % 15% 
times. He noticed a sharp stabbing pain in his left | Monos. 4% 12% 
lower chest which was worse on deep inspiration. Eos. 2% 1% 


Lost about 15 Ibs. in weight. Physical findings of 
note limited to chest. 
chest on the left. 

resonance over the 


Diminished excursion of the 
There was slight impairment of 
left 
Tubular type of breathing over the 


apex and moist rales over 
the left lung. 

left upper lobe. Temperature 102 on admission and 
continued elevated for several days slowly dropping 
to normal. He had 
of temperature during hospital course. Total WBC, 
17,000 with 74% 


on. several 


frequent low grade elevation 
Polys. Sputum negative for The. 
occasions. Treatment was symptomatic 
and the patient gradually improved being discharged 
on August 22, 1933. 

Admitted again on April 24, 1938, for tonsillectomy 
and adenoidectomy because of frequent sore throats, 
hoarseness and dysphagia, The physical examination 
was negative except for enlarged tonsils. His post- 
operative course was uneventful and he was dis- 
charged on April 26, 1938, in good condition. 

He remained in good health until June, 1941, at 
which time hemoptysis began again and he was ad- 
mitted to Pinehaven Sanatorium where he re- 
mained until December, 1941. He then felt well until 
Feburary, 1942, when he again noticed hemoptysis 
producing large amounts of bright 
was re-admitted to the hospital. 


red blood and 


Had always been subject to frequent respiratory 
infection and had three times, last in 
1929. Family history negative. No tuberculous con- 
tacts and no history of working with asbestos. 

Physical Examination: Revealed a well nourished 
and developed 23 year old colored man, who ap- 
peared to be acutely ill. Temperature 100, pulse 100, 
respiration 28. Head and neck: normal except for 
fresh blood in mouth and pharynx. No signs of 
focus of bleeding. Trachea in midline. Skin: nor- 
mal. Lungs: moist bubbling rales in upper half of 
left lung field. Amphoric breathing at angle of left 
scapula posteriorly. note and fremitus 
unchanged. heart not enlarged. 
Sounds of good quality, no murmurs. Blood pres- 
sure 124/76. Abdomen: protuberant. No tenderness 


pneumonia 


Percussion 
Cardio-vascular ; 


Blood Culture: Negative. Wassermann: negative. 
Prothrombin activity: 
Sputum: 

. Did not type out. 

. Culture non-hem. strept. 

3. Negative for tubercle bacilli three times. 


Normal. 
1 
2 


Hospital Course: He 
course with temperature to 
large amount of bright blood 
smelling sputum. Treatment 
thiazole, Vitamin K, 
tion. 


febrile 
coughed up 
with 
consisted of 
blood transfusions 
Nevertheless his 


ran a continuous 
104. He 
mixed foul- 
sulfa- 
and seda- 
condition became steadily 
worse. He gradually lapsed into a coma, respiration 
became rapid and stertorous and he died four days 
after admission. 

Dr. Kelley (conducting): Mr. 
do you make of this man’s case? 

Student Woodruff: I think that he most likely 
had bronchiectasis with a lung abscess. He ap- 
parently had three previous attacks of pneumonia 
and th’s would be the background for the bronchiec- 
‘isis. I think that the abscess had already developed 
on his first admission to the hospital as there were 
symptoms and physical signs of such a condition 
at that time. The foul smelling sputum, cough, 
hemoptysis and vomiting of dark blood, which he 
had undoubtedly swallowed, are all indicative of an 
abscess and also of bronchiectasis. The hemoptysis 
occurs in 50% of the cases of lung abscess and 
bronchiectasis. The amphoric breathing over the up- 
per portion of the left lung is the most indicative 
finding in the physical examination, as such breath- 
ing is present only when there has been destruction 
of lung tissue with cavitation such as would occur 
with bronchiectasis and abscess: 

He apparently died from hemorrhage of the lung. 
Tuberculosis has to be ruled out which cannot be 
definitely done from the data we have. X-ray films 
would be very helpful. 

Dr. Kelley: I do not quite follow your thoughts 
about bronchiectasis and lung abscess. You seem 
to say them both in one breath. 


Woodruff, what 
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Student Woodruff: Well, I think he had both. 

Dr. Kelley: Why bronchiectasis ? 

Student Woodruff: The 
hemoptysis and physical findings all point to bron 


foul smelling sputum, 
chiectasis. 

Dr. Kelley: What 
chiectasis as a process? 

Student Woodruff: It conveys a picture of dilated 
bronchi with an accompanying chronic inflammatory 


is your conception of bron 


reaction. 

Dr. Kelley: 
flammatory reaction? 

Student Woodruff: Yes, you would generally find 
it. 

Dr. Kelley: 
dilatation of bronchi and it is not 


Does it necessarily include the in 


As a matter of fact the word means 
proper to use it 
It is itself a resu't of an in 
Where is the 
situation in which one encounters bronchiectasis ? 
Student Woodruff: In the left lower lobe. 
Dr. Kelley: Well, in either lower lobe is probably 


to describe infection. 


flammatory process. most frequent 


a safer statement. What infections usually predis- 
pose of this condition? 
Student Woodruff : 
the most common causes, especially pneumonia. 

Dr. Kelley: What kind of 


what etiolgic agents are usually 


Respiratory infections are 
that is, 
responsible ? 

Student Woodruff: Staphylococci and streptococci. 


pneumonia, 


Dr. Kelley: Mr. Ward, does your analysis of the 
case agree with Mr. Woodruff’s? 

Student Ward: Well, I 
everything he said. | 


agree with practically 
think the bronchiectatic 
process had begun before his first admission to the 
hospital in 1933. History of previous attacks of pneu- 
monia and frequent respiratory infections certainly 
suggest the background for 
would be interesting to 


has 


bronchiectasis. It 
know if he had had 
measles or whooping cough, as the bronchial infec- 
tion that frequently accompanies these diseases often 
lead to bronchiectasis. 


Dr. Kelley: Why should he cough up blood? 


Student Ward: The chronic infection which often 


accompanies bronchiectasis may erosion of 


the mucous membrane linings with exuberant granu- 


cause 


lation tissue which may cause bleeding, either from 
the primary erosion or from the highly vascular 
granulating surface. Of course, I would like to have 
a guinea pig inoculation and X-ray before ruling 
out tuberculosis completely. 

Dr. Kelley: We X-rays here. 
Wyman, would you interpret these for us? 


have some Mr. 


Student Wyman: The plate taken in 1933 shows 
some increase in density in the left upper lobe and 


the bronchial markings are prominent throughout 
lungs. This next radiograph with eipiodal shows 
definite evidence of bronchiectasis in both lower 


lobes with cloudy infiltration in the middle part of 
the left lung. 


Dr. Kelley: Can you exclude the possibility that 
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this man just had a series of ordinary lung ab- 


scesses ? 
Student Wyman: No, I cannot, but the symptom 


could have been due to bronchiectasis alone. He 


also probably had an abscess, either as a_ fore- 


runner of the bronchiectasis or as a complication 
after the bronchiectasis established. 

Dr. Kelley: We felt that this 
serious infection that you did. There is no question 


was 
man has a more 
that he must have an acute fulminating infection of 
the lungs terminally, rather than just bronchiectasis. 
lungs): The students 
did better than the staff did in this case and probably 
better than I would have done. The man was acute- 
ly ill and everything was indicative of a destructive 
lesion in the lung with marked systemic reaction. 
In the lower lobe of the left lung there is a big 
gangrenous filled blood clot 
necrotic tissue which had destroyed practically the 
entire lower portion of this lobe. In the upper lobe 
of the same lung you see an irregular trabeculated 


Dr. Lynch (demonstrating 


abscess with and 


saccular structure about 4 cm. in diameter which has 
a heavy fibrous wall and communicates directly with 
several of the large bronchi in that region. Presume 
that this is where he had his first abscess and you 
have the background for the saccular bronchiectasis 
which is This 


responsible for the 


present bronchiectatic 
likely gangrenous 
abscess. Some plug of infected material was aspi 
rated 


now. cavity 


was most 
into the lower lobe and set up the 
of events which terminated in this death. 


sequence 








| 
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REEVES DRUG CO. 
Just What The Doctor Orders 
139 S. Dargan St. 


Phone 123 Florence, 8. C. 




















ESTES SURGICAL 
SUPPLY COMPANY 


Phone WAlnut 1700-1701 





56 Auburn Avenue 


ATLANTA, GA. 
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BOOK REVIEWS 





CLINICAL ANESTHESIA 
A manual of 
CLINICAL ANESTHESIOLOGY 
By John S. Lundy, B.A., M.D. 


This is very interesting and instructive book on 
clinical anesthesia. The author gives a most com- 
plete study of all anesthetic agents, their methods 
of administration, their assets and their 
dangers. He each anesthetic separately 
and in addition discusses the anesthetic of choice in 
relation to the operations on the various parts of 
the body. The book is attractively bound and ar- 
ranged and very conveniently indexed. 

This book should become a part of every doctor’s 
library and it is so arranged that it can be used in 
military medicine as well as civil practice. 


C. A. &. 


also 
discusses 





PHARMACOPOEIA OF THE UNITED STATES 
Mack Printing Co., Easton, Pa., 12th revision, 1942 


Since 1820 the Pharmacopoeia has been a fountain 
of knowledge for the physician. This twelfth edi- 
tion contains a collection of remedies and methods 
with which one could practice comfortably and ef- 
ficiently without benefit of the innumerable costly 
proprietaries which are showered upon us from other 
sources. 

No physician could fail to profit from a brief 
perusal of these numerous pages. He will find old 
friends which perhaps have been eclipsed by more 
gaudy but less accepted preparations, and he will 
miss a few which have fallen justly under the 
penetrating gaze of scientific scrutiny. If he clings 
to his Latin he will refresh his terminology and be 
more accurate in writing prescriptions which should 
please at least the pharmacists of the old school. 
He will find standards, methods, reagents, history 
and variety of things which will reward him well 
for a modest effort. 

This is a work into which goes tremendous effort 
and care in revision, and most careful consideration 
in the inclusion of new remedies. 


5. EW, 





THE PREVENTION OF DEFORMITY IN 
CHILDHOOD 
R. B. Raney, Associate in Orthopedic Surgery, Duke 
University School of Medicine; National Society 
for Crippled Children, Elyria, Ohio. $1.00 


This book is in no sense a text-book. Rather, it is 
a primer, well written and splendidly illustrated, 


presenting practical information concerning early 
measures for the prevention of deformities in child- 
ren. The most common deformities of childhood 
are described in regional order, their common causes 
are listed, and their prevention is discussed. The 
illustrations—and they are all drawings from actual 
cases—tell even more in many instances than does 
the printed word. This is a handy book for the 
physician’s desk where it may be used to explain 
a child’s condition to the parents and family. 





The medical profession and the hospitals of the 
nation will shortly be obliged to upon 
dealers’ stocks of medical and hospital supplies if 
they are to maintain their present level of efficiency. 
The continued shortage of raw materials makes it 
increasingly evident that even the armed forces may 
have difficulty in securing their requirements. Stocks 
on the shelves of the dealers of this nation con- 
stitute the only reserve of medical and _ hospital 
equipment which may be available in the near future 
to meet civilian needs. The hoarding and dead 
storage of equipment and supplies for a possible 
emergency should, therefore, be discouraged. Any 
unexpected emergency could be met by our present 
civilian medical and hospital resources; continued 
disaster could only be met by the utilization of 
military stores which would be made available if 
there were urgent need. 


depend 


Any surplus or obsolete equipment now in the 
possession of physicians and hospitals ought not to 
be dispersed at this time, because of the difficulty of 
replacement and the possibility that it may be needed 
for the establishment of emergency base hospitals. 





MEDICAL OFFICERS NEEDED—TENNESSEE 
VALLEY AUTHORITY 


The Tennessee Valley Authority is in urgent 
need of medical officers who are not eligible for 
military service and who are willing to accept 
assignments to war industrial activities (con- 
struction, manufacture of war chemicals, and 
manufacture of hydroelectric power) as their 
participation in the all out war effort. Responsi- 
bilities include physical examinations, industrial 
hygiene, care of injuries, medical care to families 
in remote construction areas, and general public 
health responsibilities in construction camps and 
villages, Salary ranges from $3200 to $4200 per 
annum with opportunity for promotion. For 
further information write to Dr. E. L. Bishop, 
Director of Health, Tennessee Valley Authority, 
Chattanooga, Tennessee, or to the Personnel De- 
partment, Tennessee Valley Authority, Knoxville, 
Tennessee. 
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RED CROSS BLOOD DONOR SERVICE 
RECEIVES ARMY-NAVY “E” 

The Army-Navy “E” has been awarded the 
American Red Cross Blood Donor Service in recog- 
nition of its achievement in collecting blood for the 
nation’s armed forces. Presentation of this coveted 
award occurred September 15 at impressive cere- 
monies on the steps of Red Cross National Head- 
quarters in Washington. 

Accepting the pennant, Red Cross Chairman, Nor- 
man H. Davis dedicated it to the thousands of men 
and women whose donations enabled the Red Cross 
to provide a total of 461,493 pints of blood by June 
30 last. This number was 81,493 pints more than had 
been requested for delivery at that time. 

Although the award was presented officially by 
Major General James C. Magee and Rear Admiral 
Ross T. McIntire, Surgeons General of the Army 
and Navy, as well as other important officials, actual 
presentation of the pennant was made by Samuel 
Kurtz, torpedoman who lost both legs when the 
U. S. S. Kearny was torpedoed the night of October 
16, 1941. Torpedoman Kurtz received 12 transfu- 
sions, three of them with plasma that was flown 
from shore by a Navy patrol plane, as the Kearny 
did not have any aboard. In all probability, these 
transfusions saved Kurtz’s life. 

“Being able to present this award is more than 
just a personal thing to me,” Torpedoman Kurtz 
Said in presenting the pennant, “The Red Cross 
Blood Donor Service is important. It doesn’t con- 
cern only one soldier or bluejacket or marine—it’s 
a help—a life-saver—for all of them. I don’t have 
the right words—and I don’t know how to say— 
thanks for my life. But the gratitude I do have is in 
my heart. I know that I speak the truth when I 
say that every man in the service is thankful to 
the people for what they’re doing.” 

“T am proud to accept this honor, not only on be- 
half of the Red Cross, but in the name of 700,000 
Americans whose generous gifts have made it pos- 
sible,” Chairman Davis said in reply. “The Blood 
Donor Service is a vivid illustration of the fact 
that the American Red Cross is the American 
people. The Red Cross is strong—it is well prepared 
for the many wartime services bestowed upon it by 
the government because the people—the husbands 
and wives—the executives and laborers, have made 
it strong. 


” 





(OOOO RP POOPOOOOOOOOODOOD ODEO DOOODDOOOOOOL 9 
RHEM’S DRUG STORE 
WE FOLLOW THE 
DOCTOR’S ORDERS 
505 W. Palmetto 
Phone 278 Florence, §. C. 














Free to Physicians 


“‘Infant Feeding Manual For 
Physicians” is a concise, 
helpful monograph con- 
taining specific information 
and tested Karo feeding 
formulas. Sent postpaid. 
Write to address above. 
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PRACTITIONER’S PAGE 


This page is devoted ) s 
suggest subjects for articles which they desire discussed. 


to the everyday problems of the physician in practice. 
Members are also urged to submit questions. 


Members of the Association are urged to 
Each question 


will be referred to some physician who is qualified to make answer, and if the question involves a subject of general in- 


terest, the answer will be printed. 





VITAMINS AND GREY HAIR 


Roe E. Remington, Ph.D., D.Sc. 
Professor of Nutrition 
Medical College of the State of South Carolina 


Investigators have known for some. years 
that laboratory animals restricted in their sup- 
ply of vitamins of the B complex to the point 
that growth was interfered with, frequently 
lost much of their fur (alopecia) but that if 
they did not die many of them would grow a 
new pelt with the difference that if the original 
fur had been pigmented (black) the 
growth would be grey and deficient in pigment 


new 


(achromotricia). If an extract of yeast is pre- 
cipitated by alcohol, treated with fuller’s earth 
and other reagents so as to remove all of the 
better know vitamins from it, there remains 
a filtrate which still contains some substance 
or substances necessary for growth and well- 
being of laboratory animals. If deprived of 
this filtrate factor but supplied with the vita- 
mins previously removed, they would fail to 
grow and suffer from loss of fur and greying 
of fur. Among the substances present in this 
filtrate which may be of nutritional significance 
are pantothenic acid, inositol, p-amino benzoic 
acid, and biotin. 

Is there a grey hair vitamin? Hair pigment 
is due to a substance known as melanin which 
is manufactured in the cells of the skin. Grey 
hair results from deficient melanin synthesis. 
Each of the substances mentioned in the pre- 
ceding paragraph has been reported by re- 
searchers as being able to cure nutritional 
achromotricia in rats, but in each case other 
workers have failed to confirm the observation. 
A few cases of cure of human achromotricia 


by one or another of these substances have 
also been reported, but such reports are incon- 
clusive because it is impossible to keep people 
on an unvaried deficient diet long enough to 
assure that the result is due to the medication 
alone. 

Outstanding among the sequelae of defici- 
ency of several of the B vitamins (as niacin 
or riboflavin) are manifestations of impaired 
nutrition of the skin of one form or another. 
It might be expected that one result of such 
impaired nutrition, from whatever cause, 
would be deficient melanin formation, and as 
we have pointed out in previous articles of 
this series, wherever symptoms of lack of one 
of the vitamins of this group appear, lack of 
the others may be assured to also occur. That 
is to say, although there may be a specific 
chromotricia vitamin, it is not necessary to 
postulate its existence in order to explain grey- 
ing of hair. The writer has seen in the clinic 
of Dr. Tom Spies a pellagrin whose hair had 
become white, and in whom complete restora- 
tion of color followed the recovery from pel- 
lagra on medication with thiamin and niacin 
plus improvement in diet. 


It is highly improbable that grey hair due 
to nutritional deficiency will ever be observed 
uniess preceded by other clearly marked symp- 
toms of deficiency of one or more of the well 
known vitamins of the B complex. Neverthe- 
less many people do turn grey with advancing 
years as natural metabolic processes slow up. 
The interest of such persons in a grey hair 
vitamin, if such exists, is a cosmetic one. 
Suggesting or prescribing salts of pantothenic 
acid or p-amino benzoic acid in such cases is 
speculative experimentation. 
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AN OPEN LETTER 





CHIEF OF GASOLINE RATIONING APPEALS 
TO PHYSICIANS OF U. S. 


An open letter to all physicians of the United States 
the the Branch, 
Office of Price Administration, concerning the vital 


from chief of Gasoline Rationing 
role they will play in the rationing of gasoline and 
tires, is published in the Medicine and the War sec- 
tion of The Journal of the American Medical As- 
sociation for October 31. The letter is as follows: 
“In the East Coast Gasoline Rationing program, 
made necessary by the shortage of transportation 
facilities for petroleum products, the indispensability 
of your profession was recognized by its inclusion 
in the categories of person eligible 
mileage, that is, 
of 470 


Administration 


for preferred 
necessary occupational mileage in 
month. Now the Office of 
ordered by Mr. 
William Jeffers to institute and administer a nation 
wide the 
purpose of conserv'ig our rubber-borne transporta- 
tion. In framing the Regulations for the new pro- 
gram, your profession was one of the first to be 
provided for. 


excess miles a 


Price has been 


mileage rationing program for express 


“If we are to carry out our double task of pre- 
venting a collapse of our military and_ civilian 
transportation, we must have the complete coopera- 
tion of those groups of persons whose driving is 
deemed essential to the war effort. Our immediate 
the 5,000 mile national mileage 
average set by the Baruch Report as the maximum 
possible in light of the dire rubber shortage. Our 
experience with the East Coast program tells us 
that the preferred categories use one half of the 


aim is to attain 


gasoline consumed, though they constitute less than 
one fourth of the total number of automobile opera- 
tors. Clearly, then, the great savings of rubber on a 


nationwide scale must be made in the _ preferred 
categories. 
“Under the Regulations, governing the mileage 


rationing program, physicians are eligible for pre- 
ferred mileage if their essential occupational needs 
exceed 470 miles a month and if the mileage is need- 
ed for regularly rendering professional 
services. Mileage traveled daily or periodically be- 
tween home or lodging and a fixed place of work is 
not considered preferred. 


necessary 


Physicians who conduct 
their practices in offices, as many specialists do, are 
not eligible for preferred mileage. 

“Without question or hesitation, doctors have been 
and will be granted all the gasoline needed to carry 
out their professional work. We hope that they will 
regard their concrete symbol of their indispensa- 
bility, the C book, as a moral obligation and not as 
a personal privilege. From another point of view, 
the C book is part of a doctor’s equipment; it should 


not be used for anything but the work of humanity. 

“When nationwide gasoline rationing begins, there 
are certain concrete things a doctor can do to live up 
to the high ethical standards set for him by his own 
profession: 

“1. At the time of first issuance of rations, he can 
so carefully compute his necessary mileage as to 
make a B book adequate for his purposes though 
he might easily make out a case for a C book, which 
might be granted to him without question by his 
local War Price and Rationing Board eager to pro- 
vide for physicians. 


“2. In the computation of 


his mileage, he can 
religiously adhere to the provision of the Regula 
tions, makes 150 miles of 


for occupational 


which his basic ration 
available Moreover, he 


can help mightily in establishing the principles that 
only 90 miles of the basic ration are to be used for 


purposes. 


home necessary use and that there is no provision 
whatever in any ration for ‘pleasure driving.’ 

“3. Conversely, if he should be granted a C book, 
he can return to the local board, at the end of the 
three months period, all unused coupons accruing to 
him as a result of a quite natural overestimation of 
needs or of overgenerous ‘tailoring’ by his board, 
instead of using such coupons for nonessential pur- 
poses. The moral effect of such an act on his fellow 
citizens will be incalculable. 

“4. He can set an example by scupulously observ- 

ing the 35 mile speed limit, except in cases of emer- 
gency, in spite of the fact that doctors could easily 
‘get away with it.’ 
“5. Should he be assigned to a hospital, clinic or 
institution ration for calling on his 
private practice has been issued, he can use public 
means of transportation at the price of personal in- 
convenience, 


after a card 


“6. He can refrain from any kind of driving what- 
ever which might appear to be nonessential in the 
eyes of the public. 
the leaders and molders of public 
opinion in their communities. If the average man has 
any reason to believe that the professional men whom 
he regards with great 


“Doctors are 


respect are indifferent or 
hostile to the mileage rationing program, it will be 
difficult, if not impossible, to make it effective. Con- 
versely, if doctors as a group observe the letter and 
spirit of the Regulations, they will be a powerful 
force in making this absolutely 


mandatory war 
measure serve its purpose. We know that we can 
rely on the support of your profession, which has 


demonstrated its patriotism, ability and unselfishness 
at every opportunity. 
“JoHN R. RicHarps, 
“Chief Gasoline Rationing Branch, Office of Price 
Administration.” 
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WOMAN’S AUXILIARY 


SOUTH CAROLINA MEDICAL ASSOCIATION 


President 
Mrs. Richard M. Pollitzer 
Greenville, S. C. 


Publicity Secretary 
Mrs. W. H. Lyday 
Greenville, S. © 








PRESIDENT’S MESSAGE 

The present state of world affairs makes it 
imperative that every woman find her field of 
service. 

Our duty as the wives of physicians is to 
take as our slogan, “Health for Defense” and 
to miss no opportunity for leadership among 
other groups to which we belong. 

As an organization we cannot affiliate with 
other groups, but as individuals we must in- 
sist upon more and better knowledge reaching 
more people. 

We are asked to cooperate with the Ameri- 
can Red Cross in their splendid Nurse’s Aid, 
Home Nursing, and Nutrition courses, but 
let us not diversify our activities to the point 
where our influence as an organization is lost. 


ELLEN D. PITTS 


Officers 1942-43 


President, Mrs. Thomas A. Pitts, 1725 
Maplewood Drive, Columbia, S. C. 

President-Elect, Mrs. J. E. Orr, Seneca, 
Ss. C. 

Advisory Council, Dr. C. H. Blake, Green- 
wood, S. C.; Dr. A. F. Burnside, Columbia. 
S. C.; Dr. W. A. Smith, Charleston, S. C.; 
Dr. R. M. Pollitzer, Greenville, S. C.; Dr. 
R. D. Hill, Pacolet, S. C. 

Committee Chairmen, Student Loan Fund, 
Mrs. L. O. Mauldin, Greenville, S. C.; Mrs. 
C. P. Corn, Greenville, S. C. 

Treasurer Student Loan Fund, Mrs. J. lL. 
Bundy, Rock Hill, S. C. 

Jane Todd Crawford Memorial Fund, Mrs. 
V. W. Brabham, Orangeburg, S. C. 

Public Relations, Mrs. 1. A. Phifer, Spartan- 
burg, S. C. 

Hygeia, Mrs. D. ©. Rhame, Jr., Clinton, 
S. C, 

Membership, Mrs. J]. G. Hart, Laurens, 
S. C. 

Legislative, Mrs. H. L. Timmons, Columbia, 
S. C. 


Bulletin, Mrs. W. L. Pressley, Columbia, 
Ss. C. 

Councillors, District No. 2, Mrs. E. C. 
Ridgell, Batesburg, S. C. 

District No. 3, Mrs. J. R. Power, Abbeville, 
S. oe 

District No. 4, Mrs. W. B. Furman, Easley, 
$s. C 

District No. 5, Mrs. W. C. Whitesides, Rock 
Hill, S. C. 

District No. 6, Mrs. W. FE. Mills, Sumter, 
a < 

First Vice-President, Mrs. J. W. Kitchin, 
Liberty, S. C. 

Second Vice-President, Mrs. R. D. Hill, 
Pacolet, S. C. 

Recording Secretary, Mrs. David F. Adcock, 
Columbia, S. C. 

Corresponding Secretary, Mrs. I. J. Mikell, 
Columbia, S. C. 

Treasurer, Mrs. J. L. Sanders, Greenville. 
i 

Historian, Mrs. W. H. Powe, Greenville. 
Ss. C. 

Publicity Secretary, Mrs. Robert B. Dur 
ham, Columbia Hotel, Columbia, S. C. 

Parliamentarian, Mrs. R. M._ Pollitzer. 
Greenville, S. C. 





AGAR AND THE WAR 

The war has cut off importations of agar-agar. 
which normally come from Japan. The War Pro- 
duction Board has frozen all stocks of agar in 
order to protect the requirements for bacteriologic 
culture medium use of the Army, Navy and civilian 
hospitals and laboratories. 

This W. P. B. control of agar made it necessary 
for Mead Johnson & Company to discontinue the 
manufacture of “Pectin-Agar in Dextri-Maltose,” a 
product which has been used by the medical pro- 
fession for the treatment of diarrhea in infants. 

Fortunately, Mead Johnson & Company have 
another product, Casec, which gives good results 
for the same purpose. Physicians who are not 
familiar with Casec are invited to write for samples 
and descriptive literature to Mead Johnson & Com- 
pany, Evansville, Indiana. 
























IN INFANT FEEDING 
--- IT SAVES MY TIME 


@ Directions on how to mix and feed S-M-A 
can be explained to the mother and nurse 


in two minutes. 


@ S-M-A is more easily digested by the 
normal infant because of the all-lactose 


carbohydrate and the unique S-M-A fat. 


@ With S-M-A nothing is left to chance. All 
the vitamin requirements, except ascorbic 
acid, together with additional iron are 
included in S-M-A in the proper balance, 


ready to feed. 


@ S-M-A fed infants compare favorably 
with breast-fed infants in growth and 


development. 





*S-M-A, a trade mark of S.M.A. Corporation, for its brand of food for infant feedi ed from 
especially prepared ‘eeding—deriv 


fiver oil, with the addition of milk sugar and potassium chloride; altogether an antirachitic food. When diluted 
£, “3 ding to directions, it is essentially similar to human milk in percentages of protein, fat, carbohydrate and ash, in chemical — 
“y.)-¢ © Senstants of the fat and physical properties. : 





S.M.A. CORPORATION + 8100 McCORMICK BOULEVARD «+ CHICAGO, ILLINOIS 
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cow's milk, the fat of which is replaced by animal and vegetable fats, including biologically tested cod — 














